A b s t r a c t I In nt tr ro od du uc ct ti io on n: : Aim of this paper is to assess bone mineral density (BMD) and body composition, by dual energy X-ray absorptiometry (DXA), and various markers of bone growth, in a group of children with congenital adrenal hyperplasia (CAH) on long-term glucocorticoid therapy. M Ma at te er ri ia al l a an nd d m me et th ho od ds s: : A case-control study included thirty patients with CAH with different states of metabolic control. Their mean age was 7.5 ±4.2 years. All patients are subjected to BMD using DXA at the neck of the femur and lumbar spine. A blood sample was taken for assessment of osteocalcin, osteoprotegerin, and procollagen type 1, as markers of bone formation, as well as RANKL and urinary deoxypyridinoline (DPD), as markers of bone resorption. R Re es su ul lt ts s: : We found no difference in BMD in patients and control subjects; however, patients showed significantly lower serum osteocalcin (p = 0.008) and osteoprotegerin (p = 0.0001) and significantly higher serum RANKL levels (p = 0.0001). Our results show that patients had significantly lower lean body mass (p = 0.005) and fat/lean ratio (p = 0.008) compared to matched controls. The duration of treatment showed a significant negative correlation with procollagen type 1 (r = -0.49, p = 0.02) and lean mass % (r = -0.43, p = 0.04); however, it showed a significant positive correlation with total fat mass % (r = 0.6, p = 0.0006), and fat/lean ratio (r = 0.43, p = 0.04). Dose of steroid had a significant positive correlation with BMI SDS (r = 0.4, p = 0.02). C Co on nc cl lu us si io on ns s: : Bone mineral density is normal but bone turnover is low in patients with CAH. There is an increase in fat/lean mass in patients with CAH.
Introduction
Children with congenital adrenal hyperplasia (CAH) receive glucocorticoid therapy from the time of diagnosis, which may be at birth or even during fetal life. There is evidence that even modern glucocorticoid replacement therapy impacts on skeletal growth and maturation. Thus patients typically show some degree of short stature and delayed bone maturation during childhood [1] .
In patients with CAH attributable to 21-hydroxylase deficiency, the synthesis of cortisol (± aldosterone) is impaired. Consequently, the secretion of ACTH is increased, resulting in excess androgen production. Treatment of CAH consists of substitution of cortisol and aldosterone, thereby preventing an adrenal crisis and suppressing adrenal androgen overproduction [2] . Glucocorticoids must be dosed carefully to avoid over-suppression (leading to growth retardation) and under-suppression (leading to androgen excess and reduction of final height) [3] . Glucocorticoid administration, even in substitution doses, may cause decreased bone mineral density (BMD) [4] and obesity [5] . Previous reports on BMD in CAH patients showed increased [6, 7] , decreased [8] [9] [10] [11] , or normal [12] [13] [14] BMD. These reports differed with respect to age selections and glucocorticoid regimens. Body mass index (BMI) is found to be elevated in most [8, 9, 11, 13, 15, 16] , but not all [10, 14] reports on CAH patients, but it was not clear whether this resulted from increased fat mass (as a result of glucocorticoid treatment, despite the low dose regimen) or increased lean mass (as a possible result of androgen excess) [9, 10] .
Bone mass measurement defines mineral content per area of bone. In the laboratory, bone density by DXA is a very strong predictor of bone strength [17] . Biochemical markers of bone turnover have been developed to look at bone metabolism. They provide potentially useful information but cannot be used alone to diagnose osteoporosis, to determine the severity of the disease, or to select a specific therapy. Urinary deoxypyridinoline (DPD) and serum RANKL are markers of bone resorption, while osteocalcin, osteoprotegerin, and serum procollagen I carboxyterminal propeptide are markers of bone formation [18] .
The aim of the current study was to assess BMD, lean mass, and fat mass, by DXA, and various markers of bone growth in a group of children with CAH who have received long-term glucocorticoid therapy under careful monitoring at our clinic.
Material and methods
It is a case-control study. Thirty patients with CAH were recruited from the Paediatric Department (Diabetes, Endocrine, and Metabolism Unit) at Cairo University Paediatric Hospital. We also studied 11 age-and sex-matched healthy controls who were included in our study. All subjects were healthy and appropriately physically active for their age; none was involved in competitive sport activities. Candidates were excluded if they had a history of chronic illness; they had one or more fractures; or they had taken any medication, hormone, vitamin preparation, or calcium supplements regularly.
Inclusion criteria were patients with CAH on treatment of more than 2 years' duration and exclusion criteria were newly diagnosed patients or treatment duration less than 2 years. The study included 27 patients with classic 21-hydroxylase deficiency, one patient with simple virilizing 21-hydroxylase deficiency and 2 patients with 3β hydroxysteroid dehydrogenase deficiency. Twentyfour patients were diagnosed in the first year of life. The remaining 6 were diagnosed at the age of 2-9 years; they were simple virilizing 21 OH deficiencies, late onset 3β hydroxysteroid dehydrogenase deficiency, and late diagnosis of the classic forms. All had been treated from the onset of diagnosis with glucocorticoids and mineralocorticoids in salt losing forms or glucocorticoid in simple virilizing forms.
All patients were followed up regularly with biochemical, hormonal, and anthropometric measurements. The following data were obtained for patients and controls: age at diagnosis and start of therapy, duration of treatment, dose of glucocorticoid and mineralocorticoid for patients only, height and weight measured with a stadiometer and a clinical scale at the time of examination, body mass index (BMI) calculated as kilograms per metre squared, height SDS and weight SDS calculated with a growth calculator as previously described [19] , BMI SDS expressed with data published by Cole et al. [20] , pubertal assessment, LHRHanalogue treatment for patients only, and bone age assessed by X-ray of the left hand using the Greulich and Pyle method [21] .
In the 21-hydroxylase deficient subjects, tight control was defined as a mean serum 170H-progesterone value of all clinic visits of less than 10 nmol/l, fair control was defined as a mean serum 170H-progesterone value of 10-40 nmol/l, together with normal levels of plasma rennin, and poor control was defined as a mean serum 170H-progesterone value over 40 nmol/l [22] ; these were noncompliant patients who also showed elevated levels of serum testosterone and plasma rennin [1] . The 2 patients with 3β-hydroxysteroid dehydrogenase deficiency were tightly controlled since their DHEA was below 5 nmol/l and normal plasma renin activity. All enrolled patients and controls were subjected (after their verbal consent) to: 1) bone mineral content (BMC, g), areal BMD (BMD, g/cm 2 ), fat mass, and lean mass were assessed by DXA (Norland -XR-46, USA) at the lumbar spine (L1-L4) and the right femoral neck; absolute values were converted to Z-scores (standard deviations from the mean of a healthy age-and sex-matched reference population); 2) blood samples were collected by clean venipuncture into Vacutainer plane tubes under strict sterile conditions; 5 ml of venous blood was obtained and put into a water bath for 15 min and centrifuged at 4000 rpm; serum was separated and kept at -20°C for estimation of the different hormonal profiles as well as the following bone markers: a) osteocalcin, using -ELISA kit (Biosource, Europe, S.A.) which is a quantitative sandwich enzyme-linked immunosorbent assay, 
Results
D De es sc cr ri ip pt ti iv ve e d da at ta a o of f t th he e s st tu ud dy y g gr ro ou up p
Thirty patients with CAH were included in the study, mean age 7.5 ±4.2 (range 3-18 years). Twentytwo were females and 8 were males. Among patients with 21-OH deficiency, 16 patients were on tight control (mean 17-OHP 2.4 ±2.3 nmol/l), 9 patients showed fair control (mean 17-OHP 15.4 ±2.4 nmol/l, normal PRA), and 3 patients showed bad control due to non-compliance (mean 17-OHP 47 ±4.3 nmol/l, high PRA). Two patients with 3β hydroxysteroid dehydrogenase deficiency were on tight control. Three of our patients received LHRH analogue due to central precocious puberty (1 with fair control and 2 with bad control). Descriptive data of the study group including their biochemical bone markers, body composition, and DXA results are shown in Table I .
C Co om mp pa ar ri is so on n b be et tw we ee en n p pa at ti ie en nt ts s a an nd d c co on nt tr ro ol l s su ub bj je ec ct ts s
Patients included in the study showed significant lower lean body mass and higher total fat mass, abdomen fat %, trunk fat %, soft tissue fat mass % and fat/lean ratio compared to matched controls (Table II) . Also, our patients showed significantly lower serum osteocalcin and osteoprotegerin, and significantly higher serum RANKL levels.
E Ef ff fe ec ct t o of f p pu ub be er rt ty y, , g ge en nd de er r, , c co on nt tr ro ol l s st ta at te e, , a an nd d t tr re ea at tm me en nt t w wi it th h L LH HR RH H a an na al lo og gu ue e
Our data showed no significant differences between pre-pubertal (n = 9) and pubertal (n = 21) patients regarding their biochemical bone markers and DXA parameters except for BMC, which is higher in the pubertal group than in the prepubertal group (1259.1 ±399.5 g and 840.3 ±458 g, respectively, p = 0.05). Moreover, no significant difference was found between patients who received LHRH analogue and the rest of the patients in any of the DXA parameters or bone turnover markers. Our results show no significant differences between the three groups with different control state as well as between male and female patients regarding their biochemical markers and DXA results. C Co or rr re el la at ti io on n b be et tw we ee en n B BM MI I, , b bi io oc ch he em mi ic ca al l b bo on ne e m ma ar rk ke er rs s, , a an nd d D DX XA A p pa ar ra am me et te er rs s BMI SDS showed a significant positive correlation with total fat % (r = 0.7, p = 0.001), fat/lean ratio (r = 0.72, p = 0.0001), and soft tissue % (r = 0.7, p = 0.0001). Accordingly, BMI SDS showed a negative correlation with lean mass % (r = -07, p =0.0001) and lean/fat ratio (r = -0.6, p = 0.004). Bone mineral density was not diminished in the distal femur (femur Z-score = -0.184 ±0.66) and lumbar spine (vertebral Z-score = 0.28 ±0.76). No correlation was found between biochemical bone markers and any of the DXA parameters except for osteoprotegerin, a marker of bone formation, which showed a positive correlation with femur Z-score (r = 1, p = 0.00001) and vertebral Z-score (r = 1, p = 0.00001).
Discussion
In children with congenital adrenal hyperplasia, concerns have been raised that glucocorticoid replacement therapy might reduce growth and final height and might predispose to later osteoporosis [2, 16] . In this study, we have shown that children and adolescents with CAH on long-term steroid therapy have normal bone mineral density; however, they have low serum osteocalcin, osteoprotegerin, and procollagen peptide of type 1 collagen and high serum RANKL levels, i.e. our patients have low bone formation markers and high bone resorption markers (Table II) . We have found that vertebral Z-scores of our patients, which is a sensitive indicator to the effect of steroid therapy [23] , are considered normal according to the World Health Organization [24] . Normal BMD in CAH patients has been reported earlier by other authors [13, 25, 26] , who found that adolescents with CAH had BMD values comparable with controls, despite glucocorticoid treatment. These authors hypothesized that negative effects of glucocorticoids on bone could be balanced by positive effects of androgens. Evidently, this may be true as long as glucocorticoid doses in CAH patients are in the low currently suggested dose [27] . Although our patients have low bone turnover, they have normal BMD. The normal bone status may be explained by the differential effects of glucocorticoids on growing bone, beneficial androgen effects, and other disease-specific factors [25] . The normal BMD that we observed in our patients does not rule out that these patients may develop glucocorticoid-induced osteoporosis at an older age. Lower lumbar and femoral neck BMD scores than controls were found in patients who had completed puberty [9] . As regards the bone turnover markers and their relation to BMD, our data are in agreement with Guo et al. [12] , who found that BMD was not significantly decreased and that bone turnover was decreased in congenital adrenal hyperplasia patients. However, they measured serum osteocalcin and bone alkaline phosphatase to assess bone formation, whereas serum tartrateresistant acid phosphatase and urinary cross-linked N-telopeptides of type I collagen were used to assess bone resorption. Also Sciannamblo et al. [28] found that bone resorption markers were higher in patients with CAH.
In our clinic a protocol of regular monitoring of steroid dose, growth, serum 170H-progesterone, testosterone, and plasma renin activity were followed. The average dose of hydrocortisone and mineralocorticoid was 15.5 ±3.68 mg/M 2 /day and 0.11 ±4.1-02 µg/day, respectively. Although we had patients with different control states as previously mentioned, no significant difference between these groups regarding their BMD, BMC, body Soha M. Abd El Dayem, Ghada M. Anwar, Hassan Salama, Ashraf F. Kamel, Nahed Emara composition, and bone turnover markers was found. Moreover, the dose of steroid replacement did not show any significant relation to BMD or BMC or any of the bone turnover markers. Girgis and Winter [1] found no significant difference between the three groups of metabolic control (tight, fair, and bad) regarding their vertebral BMD and serum osteocalcin, procollagen peptide, or collagen C-terminal telopeptide, or in urinary aminoterminal telopeptide. Mora et al. [13] , Fleischman et al. [25] , and Sciannamblo et al. [28] found that BMD measurements and bone turnover markers did not correlate with actual glucocorticoid dose or mean dose over the previous 7 years, which is consistent with our results. However, when glucocorticoids are given at higher doses, this will cause increased bone resorption and inhibition of bone formation, leading to reduced BMD. Previous reports showed that decreased BMD in adult CAH patients was associated with glucocorticoid overdosing [9, 10] . Bachelot et al. [29] found that hydrocortisone dose was negatively correlated with the BMD T-score at the femoral neck.
As in earlier studies, we found that BMI was significantly higher in CAH patients compared with controls [10, 21, 29] . As regards body composition, our patients showed higher fat content than controls, which is related to the dose of steroid and duration of treatment. The increased fat mass could be the result of glucocorticoid use; other possible explanations for the increased fat mass could be adrenomedullary dysfunction with decreased catecholamine secretion, as recently described in CAH patients. Additionally, children with CAH had increased leptin levels and decreased insulin sensitivity, which has been ascribed to their adrenomedullary dysfunction.
In conclusion, children and adolescents with congenital adrenal hyperplasia have low bone turnover, normal BMD, high body fat content, and low lean mass. We recommend follow-up of the bone mineral density of these patients as they might be predisposed to later osteoporosis. In addition, we recommend further studies to clarify the role of calcium supplementation in CAH patients and study the diet provided to these patients to avoid overweight and obesity.
